While post-sternotomy mediastinitis (PSM) is a rare complication, it is a most serious surgical site infection (SSI) with high mortality. This devastating complication has an enormous influence on the patients\' quality of life, associated with extended hospitalization, multiple additional surgeries and prolonged application of antibiotic therapy. If there is a multi-resistant microbe or multiple resistant microbes involved, the antibiotic options are limited, which further decreases the survival rate. Therefore, maximum efforts should be made to prevent SSI, including mediastinitis.

Yavuz et al. \[[@B1]\] investigated independent risk factors in patients suffering from PSM. The study clearly showed that improvement of infection control interventions can dramatically decrease SSI rates. Unfortunately, the preventive measures had already been published in a previous study, in which the authors explained the local institutional improvements and modifications of preventive strategies \[[@B2]\]. Preoperative screening and intranasal treatment of elective patients, including carriers of methicillin-sensitive *Staphylococcus aureus* (MRSA), were initiated to decolonize preoperative cardiac patients. Additionally, that study showed that alcohol-based solutions are mandatory for reducing SSI, including a preoperative antiseptic shower using 4% chlorhexidine. Furthermore, vancomycin was added to the antibiotic prophylaxis in patients undergoing prosthetic valve or graft implantation. However, care should be taken when vancomycin is included for prophylaxis as the correct dose, the timing of the application (2 h before skin incision) and the duration of administration (∼1 h) are crucial to ensuring the maximum effect. Disadvantages of this regime are the development of microbial resistance, which is of great importance since the authors claim that vancomycin is still the first choice of treatment for MRSA infections.

Questionable is also the unrestricted administration of intranasal mupirocin to all patients regardless of colonization the day before surgery, as previous articles have been published concerning bacterial resistance against mupirocin.

Another critical issue discussed in the article is PSM in combination with prosthetic valve endocarditis and the underestimated number of patients. The operative mortality in these patients is extremely high; however, without surgery, a statistically significant increase in mortality was found. A similar profile is seen in patients undergoing transcatheter valve implants, who are inoperable and receive antibiotic therapy if they develop active infective endocarditis. In these patients, surgical treatment in combination with adequate antibiotic therapy increases survival and therefore this should also be considered as a potential option for patients suffering from PSM with active infective endocarditis. The authors also suggested that active infective prosthetic valve endocarditis could be underestimated and that therefore in patients suffering from PSM echocardiographic examination should be performed to evaluate the implanted prosthetic valve, and if there is clear evidence of endocarditis (assessed via the modified Duke criteria) one should also consider surgery to treat the prosthetic valve. Even if the mortality is very high, the only adequate antibiotic therapy seems insufficient, as survival data showed. This study also supports the finding that delayed appropriate antibiotic therapy will result in a statistically significant increase in mortality \[[@B1]\].

Nevertheless, the authors should be congratulated for their effort in implementing improvement of infection control interventions at their institution. MRSA mediastinitis was eradicated from their daily practice and the PSM mortality was halved.
